INTRODUCTION {#sec1-1}
============

Mental health disorders are an important factor contributing to the global burden to disease. A recent study suggests that the global burden of mental illness is 32.4% of years lived with disability and 13% of disability-adjusted life years.\[[@ref1]\] As part of the national mental health survey in India, it is estimated that the morbidity of mental health disorders excluding tobacco use disorders is 10.6%. The lifetime prevalence of mental health disorders in India is 13.7%.\[[@ref2][@ref3]\]

Despite this global burden of mental illness, the financing for mental health care remains minimal. Less than 1% of the health budgets in 62% of developing nations and 16% of developed nations are spent on mental health services. It should also be noticed that the expenditures are mostly concentrated on psychiatric hospital and tertiary care centers rather than community-based services.\[[@ref4]\]

Primarily, the financing for health services in India is done by the State Government. The government spends only 1.2% of the Gross Domestic Product (GDP) on health and out of pocket expenses count to 58% of the total health expenditure.\[[@ref5]\] About 75% of mental health services in India were provided by the private sector.\[[@ref6]\] Therefore, it is only safe to assume that the private sector plays a pivotal role in reducing the mental health gap in India. Non-Governmental Organizations (NGOs) have a particular reach to persons with severe mental health disorders, particularly in rural areas. Despite this, the availability of mental health rehabilitative services remains minimal. As part, a survey conducted in 12 states across India, only 69 NGOs were reported to be functioning for mental health.\[[@ref3]\]

Pushpagiri Institute of Medical Sciences, Thiruvalla, India, is postgraduate training center catering to an urban/semiurban population. As part of our community psychiatry project, we have been actively involved with an NGO which runs a residential rehabilitative center dedicated to support persons with mental health disorders. The financial burden and constraint make it difficult for this residential care rehabilitative program to function smoothly without support. This outreach center "Mariasadanam" is located at Palai, 50 km away from the institute.

The center is run by an NGO, and its personnel have limited training in mental health rehabilitation. The NGO comprises of a total of 15 people from the administrator to the security guard who cater to the needs of 335 individuals at the rehabilitation center. We have devised an innovative low-cost model for rehabilitative therapy with the existing finances and human resources to conduct such a service. In this study, we explain the model and also find the clinical benefits of this model so that it can be replicated in other centers across India as well as other low- and middle-income group countries (LMICs) for the benefit of persons with mental health disorders.

MATERIALS AND METHODS {#sec1-2}
=====================

The study was conducted at an NGO designated as our community outreach project.

Scientific committee and ethical committee clearance were taken before the study. Informed consent was taken both from the patient and the NGO before initiating the study.

Our aim was to find the effectiveness of a low-cost psychosocial rehabilitation model.

Individuals with a total duration of psychiatric illness for \>2 years and residing at the rehabilitation center were taken for the study. Residents who had intellectual disability, speech or hearing impairment, physical disability or who were not cooperative were not taken for the study as it would affect the scores of the scales applied.

The rest of the methodology can be divided into three phases

Assessment PhaseIntervention PhasePostintervention Re-Assessment Phase.

Assessment phase {#sec2-1}
----------------

An initial assessment of every individual would be done which would assess each individual\'s area of expertise. Individuals from various fields of vocation were identified. We had Security guards, carpenters, accountants, manual laborer, cooks, etc. Individuals who knew to sing, dance, act, and play musical instruments were also noted. Assessment would be done to find how well and fit they were to undertake these activities.

A general questionnaire, World Health Organization Quality of Life (WHOQOL-BREF) instrument, WHO Disability Assessment Schedule (WHODAS) 2.0, and WHO (Five) Well-Being Index would be would be scored and the results would be recorded.

The general questionnaire enquired about the socio-demographic details of the individual along with their clinical profile.

The WHOQOL-BREF produces a profile with four domain scores and two individually scored items about an individual\'s overall perception of quality of life and health. The four domain scores are scaled in a positive direction with higher scores indicating a higher quality of life.\[[@ref7][@ref8]\]

WHO Disability Assessment Schedule 2.0 (WHODAS 2.0) was developed by the WHO for assessment and classification of disability. The 12-item interviewer-administered version was used. The 12-item version explains 81% of the variance of the more detailed 36-item version.\[[@ref9]\]

WHO (Five) Well-being Index is calculated by totaling the figures of five answers to assess the quality of life. The raw score ranges from 0 to 25, 0 representing worst possible and 25 representing the best possible quality of life.\[[@ref10]\]

Intervention phase {#sec2-2}
------------------

"Manoranjini" entertainment programs-radio programs would be aired through the speakers over the rehabilitation center. Drama and stage shows -- individuals volunteered to can act in plays/dramas and also used the stage to showcase their talents such as singing and playing musical instruments. The stage shows were also used as fundraisers for the NGO.

Cooking unit was established were the inmates cooked for themselves under supervision. An inmate was assigned as the chief cook who would direct the other inmates. 4--5 individuals who knew to cook well supported the chief cook while other helped in cutting and cleaning raw materials and in other chores of the kitchen.

Candle making units -- the candles would then be sold by the inmates themselves on roadside stalls on days of the Holy Mass and other auspicious days at nearby Churches. Other materials made were doormats, wooden hair clips, flower stands, kitchen spoons, and rice cake ("Putt"-- a local breakfast) vessels.

Washing unit -- Washing machines and drying areas were provided. The inmates were encouraged to wash their own clothes at the washing unit. Barber unit -- inmates who were previously employed as barbers would trim/cut/shave the other inmates. Some of the inmates were also recruited as security personals given charge of security within the rehabilitation center. They were overlooked by a chief security officer.

A tailoring unit was also established in the rehabilitation center where a chief trainer was selected among the inmates. Inmates who had experience using a sewing machine and others who were willing to learn were selected and taught tailoring. The garments would then be sold to the retailers or directly to customers at a nominal price.

The occupational therapist and social workers would guide the inmates. Inmates who had previous experience in similar works and those who were interested were selected initially. They would then be entrusted to teach other inmates once they finish their training.

Postintervention re-assessment phase {#sec2-3}
------------------------------------

After 6 months of intervention, the inmate population was screened to find out how many individuals were rehabilitated into the society. Residents who were not rehabilitated after 6 months were re-assessed.

The individuals who remained at the Rehabilitation Centre after 6 months of rehabilitative therapy would be re-assessed with WHOQOL-BREF instrument, WHO-DAS 2.0, and WHO (Five) Well-Being Index. This would enable us to find out if the therapy had brought about any changes in these individuals.

The raters were postgraduate residents in psychiatry with at least 6 months of training. The raters were blind to the previous scores of the individuals.

Statistical analysis {#sec2-4}
--------------------

The data analysis was done by a statistician who was unaware of the identity and rehabilitative status of the individual. The baseline WHO-BREF, WHO-5, and WHODAS-2 scores were found out for each participant before enrolling them into the structured rehabilitation program. At the end of 6 months, the same scores were found out for those remaining in the program. The differences in scores were analyzed using paired *t*-test or Wilcoxon signed rank test, whichever is applicable. The changes in scores with age of the patient and duration of illness were assessed using Analysis of Variance (ANOVA). *P* \< 0.05 was taken as statistically significant \[[Table 5](#T5){ref-type="table"}\].

![Data Collection Scheme](IJPsy-60-65-g001){#F1}

RESULTS {#sec1-3}
=======

A total of 110 patients were included for the study. As per the International Statistical Classification of Diseases and Related Health Problems 10^th^ Revision research criteria 60 of the inmates were diagnosed to have schizophrenia, 39 with affective disorders and 11 with mental and behavioral disorders due psychoactive substance use. At the end of 6 months, we were able to rehabilitate 32 persons back into the society. Out of which were 8 persons with schizophrenia, 15 persons with affective disorder, and 9 persons with substance use. Three individuals were dropped out of the study as they were shifted to a hospital for the treatment of physical comorbidities for \>10 weeks \[[Table 1](#T1){ref-type="table"}\].

###### 

Diagnosis of participants involved in the study

![](IJPsy-60-65-g002)

We compared the socio-demographic profile of individuals who were rehabilitated and ones who were still remaining at the center postintervention. About 74.7% of the persons who remained after 6 months of intervention were between the age of 35 years and 59 years, followed by the age below 34 years 69.3% were males and 30.7% were females. There were no illiterates and only 17.3% of the individuals were educated below the level of high school. About 23.9% of the persons were skilled laborers, 17.3% were professionals, and 26.7% remained unemployed. Majority of the individuals were unmarried (65.3%). 69.3% hailed from nuclear families majority of the individuals living at the rehabilitation center had a total duration of illness of more 10 years (65.3%) \[[Table 2](#T2){ref-type="table"}\].

###### 

Baseline sociodemographic and disease characteristics

![](IJPsy-60-65-g003)

The scales were then used again to reassess the remaining individuals at the rehabilitation center. The WHO-BREF scores showed a significant improvement after 6 months of rehabilitation. The WHO 5 scores also showed comparable results. The disability index of these individuals had also improved which is reflected in the decrease in scores after 6 months of intervention. All the results were found to be statistically significant with *P* \< 0.001 for WHO-BREF and WHO-5 using the paired *t*-test. The significance for the WHODAS score was found using Wilcoxon\'s Signed ranks test \[[Table 3](#T3){ref-type="table"}\].

###### 

Scores before and 6 months after starting the rehabilitation program

![](IJPsy-60-65-g004)

The WHO-BREF questionnaire can be divided under different domains. Although all domains have shown significant improvement in the scores after 6 months of intervention, the least improvement was seen in social relationship domain. The results were shown to be statistically significant with a *P* = 0.001 using the paired *t*-test for comparing the means of the scores before and after intervention \[[Table 4](#T4){ref-type="table"}\].

###### 

Change in various domains of World Health Organization BREF score
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###### 

Factors affecting changes in scores
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DISCUSSION {#sec1-4}
==========

Rehabilitation remains an important aspect of treatment for individuals with long-standing psychiatric illness, and there is no doubt they are effective. Although different models and strategies are available throughout the literature, most of the studies have been concentrated in developed countries. Studies conducted in developing countries are usually done in Centre\'s where adequate funding and workforce are available.

A similar study at another centre in South India had conducted a retrospective study at their half-way home to evaluate the effectiveness of their rehabilitative technique. The study showed promising results as the residents had improved on a 5-point rating scale. In this light, a prospective study for a low-cost rehabilitative program was required.\[[@ref11]\]

Evaluation of treatment costs has become an important factor in deciding treatment policies and strategies.\[[@ref12]\]

These techniques would lower the economic burden and also help reduce the cost of illness mental health disorders The improvement in quality of life and reduction in disability status in individuals have been shown to be statistically significant after 6 months of intervention thereby helping in early discharge of the inmates from the rehabilitation center. Early discharge, reduced treatment costs, improvement in quality of life, reduction in disability status, and early rehabilitation will have a positive effect in reducing the burden of disease in the society.

Associations with NGOs have always been suggested as a strategy to reduce the mental health gap.\[[@ref13][@ref14]\] Our results shed light into the fact that rehabilitative techniques can be employed in a Centre even when there are minimum resources. We were able to rehabilitate 32 individuals successfully back to their homes. The individuals who remained at the rehabilitation center after the intervention phase showed significant improvement in their quality of life and disability status.

This is the first study from India where the above low-cost model for psychosocial rehabilitation has been studied with the total involvement of NGOs under the supervision our supervision. Kerala is a model for healthcare but is lagging behind in mental health care especially manifested by high suicide rates.\[[@ref15]\] High literacy of people and mental health sophistication has been put to the best use in this study which is the first of its kind from the state.

This could serve as a model not only for other similar centers in India and but also for other LMIC across the world where mental health provisions are poor and mental health professionals are inadequate.

Limitations {#sec2-5}
-----------

Sampling procedures were not randomized. A control group for comparing the results of the intervention would have been better. Even though the raters were unaware of the previous scores of the patient, they were not blind to the fact that the particular individual was on the 3^rd^ phase (postassessment re-evaluation phase) of the study.

The patients were also on pharmacotherapy while being subjected to the psychosocial intervention. The inmates were reviewed periodically by the Psychiatrist. The residents at the rehabilitation center were on appropriate pharmacotherapy for at least 3 months before the initiation of interventions. Hence, we can conclude with reasonably that the rehabilitative techniques were beneficial for the individuals.

Vocational rehabilitation was focused more in the model. All the rehabilitative techniques employed were group activities which required the individuals to cooperate, help, and support each other. This helped them build friendships among themselves and also teach them workplace etiquettes. This experience would mold their social skills for better functioning.\[[@ref16]\]

Thirty-two individuals were rehabilitated back to their homes before the postintervention re-evaluation phase; hence, we were not able to quantify and document their improvement.

Future research {#sec2-6}
---------------

A cost-effective cost-benefit analysis of the project would be beneficial in providing more insight regarding the monetary aspect.
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